In the United States, HIV treatment has progressed greatly, especially with the introduction in 1996 of effective combination antiretroviral therapy. 3, 4 Once considered a uniformly fatal disease, many people with HIV are living longer and fuller lives. Treatment advances, however, have dramatically increased the complexity of HIV care. Providers who now treat people living with HIV face important challenges, three of which are highlighted by articles in the current issue of the Journal: recognition, access and quality of care. 1). Recognition: In a large, 8-city evaluation of care for HIV-related Pneumocystis carinii pneumonia (PCP), Kim et al. found that among patients cared for between 1995 and 1997, patients aged 50 years and older were less likely than younger patients to survive hospitalization. 5 These findings may be related to older patients being less likely to have HIV mentioned in the chart and less likely to receive early treatment for PCP. Supporting this interpretation, the effect of age disappears with adjustment for PCP severity. The study relied on data obtained from chart abstraction, and it is possible that differential charting practices could explain some of the differences attributed to age. Nonetheless, the findings are a disheartening follow-up to an earlier study of care for PCP in the late 1980s and early 1990s. 6 The message appears to be that systematic consideration of HIV in the differential diagnosis, regardless of the age or appearance of the patient, is necessary to improve the recognition of HIV-related complications. 2.) Access: Using data from the HIV Cost and Services Utilization study (HCSUS), a national representative probability sample of HIV-infected adults receiving care in the U.S. in 1996, Turner et al. evaluated the effects of drug and alcohol abuse and mental disorders on use of antiretroviral therapy (ART). 8 Over one third of the population had mental disorders or reported recent severe drug abuse/dependence, or HIV exposure from injection drug use. These characteristics were associated with a significant reduction in the use of ART. After controlling for sociodemographic and clinical factors, participants with drug dependence were much less likely to receive ART. A strong provider-patient relationship, however, was associated with a lower refusal rate for ART. We agree with the authors that these data reveal challenges in evaluating the effects of substance abuse and mental health problems on HIV treatment. Given the high prevalence of these problems, the issues are critical. However, this provocative study leaves several questions unanswered. Perhaps most important is the question of whether the lower rates of treatment observed in the study are appropriate. Is temporarily withholding treatment ever appropriate or ethical? Given the fact that if ART is not taken properly, 90% to 95% of the time patients can develop permanent drug resistance, 9±11 premature treatment can leave the individual without treatment options. From a societal perspective, resistant virus can be transmitted to others, rendering them untreatable from the start. The findings from the HCSUS sample represent only people in care. Patients seen by a mental health provider were more likely to receive ART. While this may be due in part to the effectiveness of antidepressant therapy, it may also reflect patients that were sufficiently involved in care. Frequent missed visits may inhibit HIV clinicians from prescribing complex and potentially harmful regimens when the prospects seem limited for adequate monitoring and follow-up. How can these individuals be engaged sufficiently to be able to become``patients'' and to benefit from therapy? How can practices and providers deliver appropriate care to patients with such difficult and challenging lives?
3). Quality of Care: Bolstering the growing body of literature that HIV expertise leads to better outcomes, 12±14 Keitz et al. report on one of the few prospective trials to evaluate an innovation in care. 5 Patients were randomized to receive HIV care either at a general internal medicine (GIM) residents' clinic or the infectious disease (ID) clinic. Housestaff were required, and their preceptors invited, to attend an HIV educational intervention. The results were mixed. Measures of process of care, and rates of ART use between groups, were similar for GIM and ID patients. On the other hand, in a twelve-month follow-up, there was a 50% greater length of hospital stay, higher emergency department utilization, and more HIV-related admissions for patients treated in the GIM practice. Some factors other than the processes of care measured in the study seem to have led to better outcomes in the ID clinic group. A partial explanation is provided by differences in the characteristics of these two clinics. In the ID clinic, only half of the providers were residents, whereas all providers in the GIM clinic were residents in clinic for one half-day a week. The average number of HIV patients followed by GIM faculty supervisors was minimal, less than 3 per provider, with little additional exposure. (Other than study patients, less than 50 HIV patients were followed in the GIM clinic.) The average number of patients per ID attending was ten, but each oversaw a substantially larger panel, with 1,100 HIV patients in the ID practice. Equally important, critical structural elements differed between the clinics, including HIV-targeted nursing and the social work resources.
This study does not address how HIV expertise is developed. It does provide some hints (i.e., difference in clinic set up, the team approach, etc.) to the growing issue of deficiencies in the current method for training housestaff in HIV care. Expertise comes from providing care to large numbers of patients, keeping current on treatment modalities and having a keen interest in HIV care, rather than simply having completed subspecialty (infectious disease) training. 15 Many generalist physicians provide expert care
to HIV-infected individuals. Most began their training at a time when medicines were limited, and acquired additional expertise through caring for patients. However, current training for internal medicine residents may not afford the next generation sufficient experience to care for HIV patients. 12, 16 Equally important, non ± HIV-related prevention and health care issues are emerging as patients' life expectancy increases. Sub-specialty fellowships may not provide the necessary training to address primary care and non ± HIV-related issues. What is the message for educators and clinicians in general internal medicine? First, it is important to maintain a generalist's approach to the patient. To effectively fulfill the generalist's role as expert diagnostician, we should not succumb to an overly narrow focus. Since it is often the generalist who sees the patient before an HIV diagnosis is made, it is important for generalists to include HIV in the differential, and even to recognize acute HIV seroconversion. For patients not known to be infected, the generalist needs to promote prevention. Housestaff need training in these skills as well as in the primary care of HIV-infected individuals.
Second, generalists need to ensure that their patients benefit from an appropriate level of expertise. Skill sets from many disciplines are required. Expertise includes not only the complexities of highly active antiretroviral therapy (HAART) and genotype testing that are the province of HIV specialists, but also issues closest to the generalist: communication, addressing complex psychosocial issues, and developing trusting provider-patient relationships. A crucial skill is knowing when you don't know, and seeking timely advice when necessary. Quoting Osler again,``To confess ignorance is often wiser than to beat about the bush with a hypothetical diagnosis.'' 17 A final and more difficult issue deals with developing care systems that appeal to, and engage, disadvantaged patients and other HIV-infected patients who lead complicated lives. The efforts of generalist physicians will be essential to developing, studying, and improving appropriate education for trainees and physicians, and to exploring care systems to meet this population's substantial needs. 
